A 50-year male patient presented to outpatient department with a mass on tongue associated with pain. A plain computerised tomography scan done on 17/01/13 revealed mild growth on lateral border of tongue with an enlarged jugulo-digastric lymph node measuring 1.8 × 1 cm. Excision of tongue was done and sent for histopathological examination which revealed infiltrating squamous cell carcinoma. The patient was treated with 2 cycles of Induction chemotherapy with cisplatin and paclitaxel administered in q3w schedule. Induction chemotherapy was followed by concurrent chemoradiotherapy with 6 cycles of nimotuzumab 200 mg and cisplatin 20 mg given weekly along with 60 gy/30 fractions of radiation using IMRT. Latest CT scan done on 20/01/2014 revealed no evidence of disease (NED).
Background
Carcinoma of the tongue has proved itself to be one of the most difficult types of malignant disease with which to deal. The microscopic anatomy is rather uniform, but the clinical course varies extensively. On the whole, it may be said that growth is rapid and dissemination early. This is probably due to the rich vascular and lymphatic supply and to the constant movement of the organ. While it is relatively accessible, it is, nevertheless, much more fatal than many other more inaccessible types of cancer [1] . It terminates fatally in 75 to 90 percent of cases, according to Warren, Butlin and Meller [2] . In frequency, Jessett [2] places it second only to carcinoma of the cervix, while Jacobsen [3] gives it third place. India stands distinctly claiming that it is the "oral cancer capital of the world" and is the second most frequent tumour among the oral tumors [4] . The average duration of life in advanced untreated cases is less than 8 months. In the treatment of this disease surgery alone has proved inadequate and unsatisfactory for various reasons [5] .
A number of generalities predominate as philosophic tenets of tongue malignancy management. The general beliefs are that superficial lesions are treated with single-modality therapy (e.g., radiation or surgery) and that large lesions are treated with multiple modalities (e.g., combined surgery and radiation). Additionally, cervical nodes are treated with either surgery or radiation therapy, and survival increases if microscopically positive nodes are present [3] . The therapeutic decision must take into consideration the patient's age, lifestyle, and willingness to participate in the therapeutic regimen. Many cases come to the surgeon in the inoperable stage, thereby leaving a large group in which surgery offers nothing; in fact, offers worse than nothing if an ill-advised operation is attempted. Concomitant chemotherapy has beneficial antiproliferative effects, possible improved locoregional control, and possible improved survival. The 5-year survival rates for patients in Stages III and IV are 30% -50%, with lymph node metastasis decreasing the survival rate 15% -30%. Treatment failure often occurs in the cervical lymph nodes, even for patients with an N0 neck. Targeted therapies are the next revolution in the management of head and neck cancers (HNSCC) [3] . Almost 90% of the tumours have over-expressed EGFR receptors and numerous studies have proven a poorer prognosis in such patients [6] . EGFR antagonists are the most researched targeted therapies in the management of HNSCC [6] [7] . Nimotuzumab is a humanised monoclonal antibody approved for advanced head and neck cancer management in India since 2006 [8] . The current case reports rapid resolution of CT findings of infiltrating squamous cell carcinoma of tongue with the help of induction chemotherapy and concurrent chemoradiotherapy with nimotuzumab [8] [9].
Case Presentation
A 49-year male patient presented to outpatient department with a mass on the left lateral border of tongue associated with mild pain and enlarged lymph nodes on the left side of neck. He doesn't have history of smoking or drinking. A plain computerised tomography (CT) scan done on 17/01/13 (Figure 1 ) revealed an irregular thickening of left lateral border of tongue with enlarged jugulo digastric lymph node measuring 1.8 × 1 cm. Bilateral level I and II nodes were positive. Patient was staged as T3, N2, M0. Excision of mass on the tongue was done and biopsy sent for histopathological examination which revealed infiltrating squamous cell carcinoma.
Investigations
Pre-treatment CT scans show irregular thickening of left lateral border of tongue with enlarged jugulodigastric lymphnode.
Histopathological examination of excision biopsy of left lateral mass over tongue revealed malignant infiltrating squamous cell carcinoma.
Post treatment CT scans done on 20/01/2014 shows no significant mass (Figure 2 ) and no lymphadenopathy (Figure 3) . 
Treatment
The patient was treated with 2 cycles of induction chemotherapy with cisplatin and paclitaxel administered in q3w schedule. Induction chemotherapy was followed by concurrent chemoradiotherapy with 6 cycles of BIOMAB 200 mg and cisplatin 20 mg given weekly along with 60 gy/30 fractions of radiation using IMRT.
Outcome and Follow-Up
At the end of 1 year no malignant mass was noted on post treatment CT scans with no lymphadenopathy.
Discussion
Oral squamous cell carcinoma is not a frequent event in young patients. Average age of cases registered in literature for young patients with SCC ranges between 30.8 -34.2 years, with majority being males [1] . Site of greatest occurrence of OSCC in these age group patients is the tongue [1] . Patients belonging to younger age range groups are considered to bear more aggressive diseases when compared to population in the older age ranges. The factors to be investigated to explain OSCC occurrences in young patients include genetic predisposition, previous viral infections, deleterious habits, immune deficiency states, occupational exposure, previous exposure to carcinogens, socioeconomic conditions and oral hygiene [2] .
Our patient who was 49 years of age did not have any smoking or drinking habits. Past medical history did not reveal anything significant. The tumour was seen as an irregular thickening of left lateral border of tongue with enlarged jugulo digastric lymph node measuring 1.8 × 1 cm. Bilateral level I and II nodes were positive. Patient was staged as T3, N2, M0. Excision of mass on the tongue was done and biopsy sent for histopathological examination which revealed infiltrating squamous cell carcinoma [3] .
Primary therapy is largely dictated by the anatomical origin of the cancer and whether distant disease is present. Many patients with localized disease are treated with chemoradiotherapy, either in the definitive or adjuvant setting, and those with metastatic disease are treated with palliative radiotherapy. The chemotherapy used in SCCHN can be toxic, whether given with radiation or alone. The 5-year survival rates for patients in Stages III and IV are 30% -50%, with lymph node metastasis decreasing the survival rate 15% -30%. Treatment failure often occurs in the cervical lymph nodes, even for patients with an N0 neck [3] . To better evaluate prognosis and outcome, many studies have looked at the expression of various growth factors and tumor markers. In studying the over-expression of epidermal growth factor (EGFR) and cerb-B2, these 2 growth factors may be found useful in predicting outcome and survival [6] [7] .
The epidermal growth factor receptor (EGFR) is highly expressed in SCCHN and serves as a logical therapeutic target. EGFR-directed monoclonal antibodies (MOAbs) have higher activity in SCCHN than small molecule tyrosine kinase inhibitors. Novel EGFR MOAbs are being developed with the goal of improving efficacy and tolerability [6] [7] . (Biomab) Nimotuzumab is a humanized IgG1 MOAb-directed at EGFR that is currently approved for use outside of the United States and has demonstrated less skin toxicity than cetuximab or panitumumab. Preclinical data have shown nimotuzumab to bind EGFR with high affinity, inhibit cell proliferation, show antitumor activity in the mouse xenograft model, and enhance antitumor efficacy of radiation. Crombet et al. evaluated nimotuzumab in a phase I monotherapy trial whereby 12 patients with advanced epithelial cancers received therapy at four dose levels. No evidence of severe toxicity was seen including anaphylactic or skin reactions, and the MTD was not reached. They further evaluated nimotuzumab in combination with radiation therapy in 24 patients with unresectable SCCHN. Patients received six weekly doses of nimotuzumab, at four dose levels (50 mg, 100 mg, 200 mg, 400 mg), combined with RT. No cases of skin rash were noted. Preliminary efficacy was a primary endpoint of the trial, and it was noted that median OS was significantly increased in the 200 or 400 mg doses (44.3 months) versus the 50 and 100 mg doses (8.6 months, P = 0.03). Pharmacodynamic effect was monitored with pre-and post-treatment tumour biopsies and revealed antiproliferative and antiangiogenic marker modulation by immunohistochemistry correlated with antitumor response [8] [9] .
The current case reports rapid resolution of CT findings of infiltrating squamous cell carcinoma of tongue with the help of induction chemotherapy and concurrent chemoradiotherapy with humanised EGFR antagonsist, nimotuzumab.
Conclusion
Targeted therapies are changing the treatment paradigm of advanced cancers of the tongue. Nimotuzumab which is a humanized monoclonal antibody against the EGFR receptor is a viable and an attractive therapeutic option in these advanced cases. The current case reports rapid resolution of CT findings of infiltrating squamous cell carcinoma of tongue and no evidence of disease was detected even after a year.
